Ear Medication Skill Competency Test
Annual skill verification is recommended by a registered nurse, medical provider or a skilled and willing parent. 
Student’s name: _________________________  Grade/Teacher: ______________________
Person trained: _________________________ Position: _______________Initials: _______

Person training: ________________________ Position: ______________ Initials: ________
	Skills
	Initial Demonstration
	Return Demonstration

	
	Date:
	Date:
	Date:
	Date:
	Date:
	Date:
	Date:

	1.  Check for authorization forms/record
	
	
	
	
	
	
	

	a. Medication Administration Form
	
	
	
	
	
	
	

	b. Medical provider
	
	
	
	
	
	
	

	c. Parent/guardian
	
	
	
	
	
	
	

	2. Check for  the Five Rights
	
	
	
	
	
	
	

	a. Identifies the right student.
	
	
	
	
	
	
	

	b. Identifies the correct time.
	
	
	
	
	
	
	

	c. Verifies medicine container matches authorization forms and Medication Administration Record.
	
	
	
	
	
	
	

	d. Verifies the dose on medication container matches authorization form and records.
	
	
	
	
	
	
	

	e. Verify the medication is in the correct route indentified on medication container and auth. forms.
	
	
	
	
	
	
	

	3. Have student in a side-lying position
	
	
	
	
	
	
	

	4. Wash hands.
	
	
	
	
	
	
	

	5. Apply gloves.
	
	
	
	
	
	
	

	6. Recheck the 5 rights.
	
	
	
	
	
	
	

	7. Gently pull the earlobe up and back to expose the ear canal.
	
	
	
	
	
	
	

	8. Administer the correct number of drops onto the side of the ear canal, without actually touching the skin with the dropper.
	
	
	
	
	
	
	

	9. Gently rub the skin in front of the ear to help the medication flow inside the ear.
	
	
	
	
	
	
	

	10. Put cap back on medication bottle without touching inside of cap.
	
	
	
	
	
	
	

	11.  Have student hold the position for 5 minutes. Place cotton ball in the student ear if indicated on Medication Administration Record.
	
	
	
	
	
	
	

	12. Remove gloves.
	
	
	
	
	
	
	

	13. Wash hands.
	
	
	
	
	
	
	

	14. Record on the Medication Administration Record.
	
	
	
	
	
	
	

	15. Special considerations.
	
	
	
	
	
	
	


Plan for monitoring medication administration: 
______________________________________________________________________________

School Nurse Name: ______________________________ Phone Number: _______________
